A 46-year-old woman presented with a complaint of rhinorrhea and headaches with nausea and vomiting of a few days' duration. Her medical history was positive for head trauma sustained during a motor vehicle accident. When she bent forward, clear rhinorrhea was seen draining from the right nostril (teapot sign). Nasal endoscopy found no abnormalities.
Computed tomography (CT) showed extensive pneumatization of the sphenoid sinus into the pterygoid process (figure 1). Magnetic resonance imaging (MRI) demonstrated dehiscence from the area of the medial temporal lobe into the sphenoid sinus with herniation of the brain into the sphenoid sinus (figure 2).
A diagnosis of temporal lobe encephalocele was made, and the patient was taken to the operating room for endoscopic surgery. With navigational instrumentation, a right-sided endoscopic approach was taken. The right middle turbinate was resected, and the posterior aspect of the nasal septum was taken down. The right sphenoid ostium was enlarged until the face of the sphenoid sinus was completely removed. Bony septa were taken down to expose the lateral aspect of the sinus, and clear fluid was noted in addition to a laterally based encephalocele (figure 3, A).
Under endoscopic guidance, the encephalocele was reduced with the use of electrocautery and suction until the edges of the bony skull base defect were exposed (figure 3, B). No additional cerebrospinal fluid (CSF) or brain matter fungated through the defect. At this point, allograft dermis was placed in the defect as a subdural graft, and the allograft was secured into position with fibrin glue.
A second allograft dermis was placed as an onlay graft over the skull base defect and it, too, was secured with fibrin glue. An abdominal fat graft was then placed over the onlay graft and secured with fibrin glue (figure 3, C). Finally, gauze impregnated with petroleum jelly was packed in to bolster the reconstruction. The patient was observed for 24 hours and discharged on postoperative day 1. At the 12-month follow-up, she exhibited no evidence of recurrence of the CSF leak.
Encephaloceles of the lateral sphenoid sinus are uncommon, having been described in the literature only in single case reports and small series. 1-3 They arise www.entjournal.com  523 HEAD AND NECK CLINIC when brain contents from the temporal lobe herniate through the middle cranial fossa and into the lateral sphenoid sinus. They can be congenital, spontaneous, or trauma-induced. 1 Regardless of the etiology, extensive pneumatization of the sphenoid sinus into the pterygoid process is consistently seen. [1] [2] [3] Surgical options include open transcranial or transnasal endoscopic approaches. The endoscopic approach that is most often advocated for lateral sphenoid sinus encephaloceles is the transpterygoid approach. [1] [2] [3] However, access to the lateral sinus wall can be achieved via an endoscopic trans-sphenoid approach with excellent outcomes, as demonstrated in our case.
Trans-sphenoid endoscopic repair of the lateral sphenoid sinus is a viable alternative to open ap-proaches and other endoscopic approaches such as the transpterygoid approach. The trans-sphenoid approach has become feasible as a result of improvements in endoscopic skull base instrumentation and angled telescopes. A reduction in morbidity is manifest by shorter hospital stays and the absence of external incisions. Figure 2 . MRIs demonstrate the dehiscence from the area of the right temporal lobe and the herniation of brain tissue into the sphenoid sinus. Figure 3 . A: Intraoperative image shows the encephalocele in the lateral aspect of the sphenoid sinus. B: The encephalocele is reduced, and allograft dermis is placed as a sealant along the cranial defect. C: The sphenoid sinus is obliterated with fat.
